MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63009334
DEPARTMENT OF PUBLIC MEALTH AND WELFARE
: DOON '}g}s“,','““: | AMENDED-F.ILMEE%"E' r:: 1_ g.ls_Prrmary Registratien District No. 100.3,_neg|ﬂur ‘s No. _1.g9_____ STATE FILE NUMBER

1. PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
a. COUNTY a. 5TATE MY ss0uri b county admission}

b. C‘I:‘:l’ (If outside corporate limits, give TOWNSHIP anly) Length of stay in b c. CITY Insida Limits
OR .
TOWN St. _1-0013 19 years .1ownSt. Louls ve 1 No DD

c. il%.‘l';P:!rAATEOgF {If NOT in hospital, g:va location) Hﬂm er G knside Limits d. EBBE!EETSS - {If cutside, give location) Reside on Farm

SEXXEARIX Prillips Yos g Mo 1307 Carr Yo O No B

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or'print) Newt Sanders oo 2 4

5. SEX . 6. 'COLOR OR RACE 7. Morried E Never Married [J |8. DATE OF BIRTH | 9- AGE (laat birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

i ivorced : Month. o) H Min.
Heqro Widowed [J Divor O 6-5—1905 £7 wrs nths ays Surs in

T0s. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPUACE [City and stafe or country) 12. CITIZEN OF WHAT COUNTRY
during most of working tife, even if retired} - -
T . : L

13a, FATHER'S NAME: ~-- ~ - - 13k, MOTHER'S MAIDEN NAME . E OF HUSBAND OR WIFE

—____Rome Sanders Atline ors Sanderg
15. WAS DECEASED EVER IN U.5. ARMED FORCES? "] 16. SOCIAL SECURITY NG. | 17. INFORMANT . Addréss
(¥e1, no, or unknown) | (If yes, give war or dates o
No | [l 34 Elpora Sanders-1 307 .Carr Street

«| 718, CAl.ISE OF DEATH (Enter only one causa pe A e AR INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: ONSET 'AND DEATH

IMMEDIATE CAUSE (a) Pulmeonary Insuff iciency Undet.
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Conditions, if any, DUE TO {b)
which gave rise to

bove ]
e S g - Lz3

lying cause [ast, DUE TO (<)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. If deceased was female was
disease condition given in PART I {8} there a pregnancy in last 90 days.

Cystic Lung Diseasej Lower Lobe Pneumonitisg [ove [ One | O unknown
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE ~HOMICIDE 20b. DESCRIBE HOW INJURY OCCLIRRED. (Enter nature of injury in PART | or PART Il of item 18.)
™ = = o '

20c. TIME OF Houl Month, Day, Year
INJURY a.m.

p.m. 7 A
20d, INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
. WHILE AT WORK [ farm, factory, street, office bidg., etc.) o

NOT WHILE AT WORK []
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MEDICAL CERTIFICATION

1-24-63 o 27863 gt sow W sire o 22463

0.1 aﬂehded the de
) 1153 A ®m on the date stated sbove, and to the best of my knowledge, from the causes.stated:

22b.-ADDRESS . 22c. DATE SIGNED

2601 N. Whittier 2=5-63

Z3b, DATE ¢ N OF 23d. LOCATION (City, fown, or county) {Stete)

N,
"2._9 1963 oa.kDale Cemetery. Lemay , Missourl

ADDRESS . 25, DATE RECD. BY LOCAL REG.

LM's Fumeralfllome-a%o Dickson St . FEB ¢ 1963 & LM2.

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




p
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STATEMENT BY LICENSED EMBALMER

f
| hereby certify that the body whose name is recorded on-the reverse side of this certificate was embalmed by me,

or by . - - Sj_udent Embalmer No.

sitiparren 1 ora ] wooar

T S

A

working under my personal supervision.

Student

Signature of S5tudent Embalmar

Licensed Embaimer No. A 3

f.-‘r‘~?---'.‘_ .. - P. 0. Address ¥ 29" J?%""/%

-.‘

Note: The above MUST BE SIGNED .BY THE LICENSED EMBALMER in his OWN. HANDWRITING (Failure to comply
with the above constitutes: grounds for, revocahon of license).. :
if embalmed’ by a STUDENT, he also shall sigri in his OWN handwrmng. ’
:If this body is not embalmed, fact should beﬂso_'gtaate:d _abow;rTe.r




